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oncurrent brucellosis and Q fever infection: A case control
tudy in Bamyan Province, Afghanistan in 2011
.M.I. Saeed1, J. Ansari2, R.J. Asghar3, J. Ahadi1,∗
Afghan National Public Health Institute, Kabul, Afghanistan
Public Health Division, National Institue of Health, Islamabad,
akistan
Centers for Disease Control and Prevention, CDC, USA, Islamabad,
akistan
Background:Around 500,000 cases of brucellosis are estimated
nnuallywhile Q fever also affects peopleworldwide. The epidemi-
logy and clinical sign and symptoms are quite similar for both and
ave been reported inAfghanistan. After an outbreak investigation
f Brucellosis and Q fever in May 2011 a follow-up case control
tudy was done in July using the cases identiﬁed in outbreak inves-
igation. Objective was to identify the risk factors and recommend
trategies of control.
Methods: In June2011, 147 caseswere identiﬁedusing standard
ase deﬁnitions in outbreak investigation from 29th May -4th June.
ne hundred outbreak cases were randomly selected and equal
umberofneighbor controlswas randomly selected. Blood samples
ere collected for Rose Bengal Test and PCR for the conﬁrmation of
rucellosis and Q-fever respectively. Using a structured question-
aire data was collected and Epi Info was used for data entry and
nalysis.
Results:Cases andcontrolswerematchedbasedonageonly.We
ound signiﬁcant association of being housewife (OR=8.32), having
ick animals (OR=3.89), being illiterate (OR: 2.27) and risk factors
uchaspasturing (OR=2.69),milking (OR=3.04), dunging (OR=4.50),
utchering (OR=3.03), assisting deliveries (OR= 3.80) and, using
nboiled milk (OR=7.04), living closely with animals (OR=4.75),
ontact with aborted materials (OR=3.82) and newly purchasing
nimals (OR=3.14) and brucellosis and Q fever diseases. Twenty
ight samples were analyzed and all of them were positive for
rucellosis and 27 were positive for Q fever.
Conclusion: Being house wife at a higher risk was very impor-
ant to strategies health education campaigns for females. As
n immediate measure all cases were treated, surveillance was
nhancedandhealth education campaignswere conducted. Zoono-
is committee was established and animals were vaccinated.
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Encephalitis syndrome: Look for autoimmune causes
A. Mahavihakanont, A. Saraya ∗, S. Shuangshoti, N. Sittidetboripat,
S. Wacharapluesadee, H. Wilde, T. Hemachudha
WHO Collaborating Centre for Research and Training on Viral
Zoonoses, Bangkok, Thailand
Background: Encephalitis with lymphocytic-normal glucose
CSF proﬁle usually is caused by viral infections. Search for viruses
is, however, successful in only half of the cases. It has been increas-
ingly recognized that encephalitis can also be due to autoimmune
causes.We attempted to identify patients presentingwith immune
encephalitis syndrome. We also tried to determine whether there
were speciﬁc clinical patterns that might help identify such
patients.
Methods: Patients with encephalitis admitted between January
2011 and January 2012 were examined for evidence of viral infec-
tions [CSF-PCR for herpesviruses 1-6, Japanese encephalitis (JEV)
and dengue viruses and enteroviruses; serology for dengue and
JEV].Autoimmunepanel consistedofNMDA,AMPA,GABA,CASPR-2
and LGI-1 and 14 paraneoplastic antibodies. Theywere determined
by indirect immunoﬂuorescence (IIF) assay in sera.
Results: There were 84 patients with an encephalitis presen-
tation. Thirty-four patients (40.5%) had no etiologies identiﬁed.
Twenty-six (31%) were associated with infections. These were
8 with herpes simplex virus, 4 varicella-zoster virus, 3 JEV, 3
Epstein-Barr virus, 3 fungal infection, 2Mycobacterium tuberculosis,
1 dengue, 1 rabies and 1 with dual infection with herpes simplex
and dengue. Initially misdiagnosed subjects were 8 patients (9.5%)
with fever who had cerebral venous thrombosis (1), subarach-
noid hemorrhage (1), metabolic encephalopathy (2), and cerebral
infarction (4). There were 16 febrile encephalitis patients with
immune disorders (19%). These were Neurobehcet’s disease (1),
neuropsychiatric-lupus erythematosus (2), multiple sclerosis (1)
and neuromyelitis optica (1), anti- ANNA-2 (4), anti-NMDA (3),
anti-AMPA2 (1), anti-GABA (1), anti-VGKC (1) and anti-NMDA
coexistingwithANNA-2 (1).Ages ranged in the immunegroupwere
between 3 and 90 (2 <15 years old). Presenting symptoms were
fever, altered consciousness, behavioral changes or psychosis and
seizures. Facial dyskinesia was evident in one anti-NMDA receptor
encephalitis patient.
Conclusion: Immune encephalitis is not rare and can occur in
all age groups. Diagnosis in most such cases cannot be made based
on clinical grounds alone. In cases where there is no deﬁnitive
diagnosis, antibody assays should be ordered to identify possible
autoimmune diseases that require speciﬁc treatment.
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